REGISTRATION

_________________________________
__________
_________________________________

Patient Name




DOB

Phone:      Ok to Leave message?  Yes   No
___________________________________
___________    __________________________________

Street Address






Cell phone: Ok to Leave message? Yes     No
____________________________________
____________   _________________________________

City


State

Zip
Employer

Work phone:   Leave message?    Yes    No
RESPONSIBLE PARTY: ___________________________________  _____________   _____________




     Name




Relationship

SS#        

______________________________________________________________________________________

Street  Address 

                  City
        
State  

       Zip       


Phone

PERSON TO CONTACT IN CASE OF EMERGENCY

_______________________________________

________________________________________

Name


                   Relationship

Phone:          Ok to Leave message?         Yes    No
________________________________________
____________________________________

Street






Cell:            Ok to Leave message?           Yes    No
____________________________________

___________________________________

City


State

Zip

Work phone:   Ok to Leave message?      Yes   No
PRIMARY CARE PHYSICIAN
___________________________

_________________________________________

Name





Phone:                   Ok to Leave message? Yes   No
______________________________________________________________________________



Street

                        City



State
Zip

I consent to allow you to contact my physician to discuss my treatment.  

_____________________________

_________________________

Signature of patient or guardian



Date

CONSENT TO TREATMENT & ASSIGNMENT OF BENEFITS

I hereby authorize the Provider of Service, Wayne Klein, Ph.D., to furnish Information to insurance carriers concerning my condition and treatment.  I herby assign to the Provider all payments for medical or psychological services rendered to my dependents or myself.  I UNDERSTAND THAT I AM RESPONSIBLE FOR ANY AMOUNT NOT COVERED BY INSURANCE.  There may be a $50 charge for failure to cancel an appointment with less than 24-hour notice. 

__________________________________

___________________________

Signature of patient or guardian
 



Date

I, the undersigned, acknowledge that I have read a copy of Dr. Klein’s Privacy Notice. You may wish to discus prior to signing.
Signature







Date

[If signing as guardian or representative for a ward, please give name}







